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Abstract: In line with the commitment of the Malaysian government and Ministry of Health to
prevent the brain drain of specialists from public hospitals, they have been permitted to perform dual
practice within the public hospital setting (DPH) since 2007. DPH allowed them to hold jobs in both
public and private practices within the same public hospitals that they are affiliated to, permitting
these specialists to treat public and private patients. Nevertheless, the information regarding DPH in
Southeast Asia region is still limited. This narrative review provides insight into the implementation
of DPH in Malaysia. It highlights that DPH has been well-governed and regulated by the MOH
while serving as a means to retain specialists in the public healthcare system by providing them with
opportunities to obtain additional income. Such a policy has also reduced the financial burden of the
government in subsidizing healthcare. However, as in other countries with similar policies, multiple
challenges have arisen from the implementation of DPH in Malaysia despite its positive achievements
and potentials. This paper concludes that proactive governance, monitoring, and regulation are key
to ensure the success of DPH.

Keywords: dual practice within public hospital; dual practice; public-on-private; full paying patient;
private care; public and private healthcare sector; commercial wing; clinical specialist; retention

1. Introduction

Globally, the retention of specialists in the public healthcare sector remains a major
problem. The exodus of specialists from the government sector to the private sector is
considered perilous to the public health sector since their skills and expertise are highly
demanded to perform complex procedures to ensure the best treatment outcomes for
patients [1]. They play an essential role in training the junior specialists by passing down
their skills and knowledge to ensure sustainability in the provision of a high-quality,
accessible, and equitable healthcare system [2].

Allowing specialists to take up dual practice is one of the common policy interven-
tions to overcome attrition in low- and high-income countries [3]. Dual practice enables
healthcare professionals to serve in private health settings without quitting the public
sector [4–6]. Such a policy has been long adopted in many countries with a two-tier
health system including Malaysia [5]. Other terms used to describe dual practice included
‘public-on-private’, ‘moonlighting’, or ‘multiple job holding’. However, the existing litera-
ture generally underlines the negative impacts of dual practice on the public healthcare
system [6–8]. McPake et al. [9] highlighted the multifactorial and contextual differences
on the impact of dual practice across countries, including regulatory environments and
opportunities for such practice, and levels of demand for public and private healthcare
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services. Published studies reported on the different consequences of dual practice and the
regulatory responses between high- and low-income countries [6,10,11].

It is crucial to distinguish the different types of dual practice to appreciate different
arrangements implemented in numerous settings. In general, dual practice can be classified
based on the locations of healthcare professionals attending to private patients as follows:
(i) ‘outside’: in a separate private setting; (ii) ‘beside’: in a private ward or clinic physically
connected with a public facility but run as a private business; (iii) ‘within’: in the same
public facility but outside public service operating hours at extra fees, or (iv) ‘integrated’:
in the same public facility with informal payment and no time restrictions [9,12]. In this
context, ‘private patient’ refers to a patient who chooses and pays for their doctor and
medical care, rather than using subsidized healthcare or the care provided for free by the
government. The selection of dual practice type adopted in a country is closely linked to
healthcare system governance and market demand for specialist services [12], even though
the ‘outside’ type is the most discussed in the existing literature.

Full-time public servants who are solely dedicated to the public sector are no longer
the norm. Dual practice is not limited to high-income countries and has also been widely
adopted in low- and middle-income countries (LMIC) [4,10,11,13]. Dual practice within
public hospitals (DPH), has been set up in developed and developing countries alike. The
implementation of this model has been reported in Austria, Ireland, Italy, Australia, United
Kingdom, France, and Germany [8,10,14,15], Indonesia [5], Vietnam [16], Ethiopia [17,18],
and Uganda [19].

Multiple reasons for specialists taking up dual practice have been identified. Accord-
ing to Ferrinho et al. [4], the extent of specialist engagement in dual practice and their
reasons are contextual in nature, even though additional incomes was often cited as the
key motivation [10,17,20]. Ferrinho et al. [4] also highlighted dual practice as individual
coping strategies against unrealistically low salaries. Socha and Bech [6] highlighted the
possibility of different motivating factors for specialists who undertook dual practice in
low- and high-income countries while García-Prado and González [10] discussed evidence
to relate dual practice decisions with multiple factors such as working hour restrictions, job
complementarities, as well as professional, institutional, and personal issues. Hipgrave
and Hort [5] suggested that among non-financial reasons for dual practice in higher income
countries are extra training to gain new skills and experience from private practice for
self-improvement, to boost prestige, peer approval, and larger professional contact [10].

Both positive and negative consequences of DPH have been reported in the existing
literature [5,6,14]. On a positive note, DPH enhanced the employer attractiveness of the
public sector [14,21,22]. Such a policy was found to improve the retention of healthcare
professionals in the public sector which successfully improved access to quality service
delivery [17]. At the same time, DPH was also shown to generate additional income for
public hospitals [14,21–24] and enhanced patient choice for treatment preference [14,23,25].
On the contrary, DPH has also been linked to negative consequences in terms of the service
provision of public hospitals. Conceptually, DPH can lead to diminished healthcare respon-
siveness, distorted use of physical resources, and additional strain on the public hospital
administration [14]. Consequently, it can lead to a conflict of interest, competition for spe-
cialists’ time and hospital resources, and limited access for non-private patients [4,5,14,24].
Worse still, it may also erode the public’s trust in the public healthcare system [14,23],
especially if DPH is poorly regulated and managed. Within this context, Mueller and
Socha-Dietrich [14] concluded that the net implications of DPH are ambiguous and are
highly dependent on its governance.

In general, there is no single best method in the management of dual practice, with
different strategies being adopted by governments [26]. In some countries, the government
approach was to ban dual practice; for example, in China and Canada [10]. Prohibition as a
means of controlling dual practice was deemed as highly ineffective, often resulting in an
undesirable loss of valuable healthcare professionals [4,11,14]. In some countries such as
Austria and the United Kingdom, dual practice is allowed but regulations are put in place
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to prevent or to alleviate the potential adverse consequences [11,13]. On the other extreme,
dual practice without any restriction or regulation is generally not recommended because
it will lead to various negative consequences [5].

Interestingly, the characteristic of DPH is viewed as one of the better option to facilitate
the regulation of dual practice as it could be more easily controlled and governed [5,6,13,27].
To allay the concerns about conflicts of interest and competing priorities, some countries set
a maximum amount of specialists’ earnings from DPH [13]. For example, public hospitals
in France also shared a portion of the specialists’ earnings from DPH [14]. While previously,
the National Health Service (NHS) in the UK limited the earnings from DPH to 10% of
specialists’ incomes [14]. As González and Macho-Stadler [11] opined that limiting the
activities of healthcare professionals rather than their incomes is likely to be more effective
in regulating DPH, the NHS lifted the restriction in 2003 but emphasized specialists must
ensure that their private practice does not result in a detrimental effect on NHS patients or
services, nor diminish the public resources that are available for the NHS [28]. The plan
to mandate income declarations was also cancelled in 2017 [14,29]. Apart from limiting
the time devoted to DPH to less than 20% of worktime, France set a limit to the volume
of services delivered [14]. DPH was also limited to senior physicians in some countries,
such as Ireland [14], Kenya, and Zambia [8]. The types of enforcement are crucial as the
arrangement of DPH has a larger implication in terms of higher risks of public resource
mismanagement and conflict of interest [5,13,14].

In Malaysia, public specialists are allowed to perform both the ‘outside’ (locum at
private hospitals) and ‘within’ types of dual practice [Full Paying Patient (FPP) Service].
Under the FPP, patients are treated by their specialists of choice in first-class wards and
charged at full rate without receiving any government subsidies for the treatment [30]. Al-
though FPP has long been offered since 2007, the information regarding its implementation
is still limited. Therefore, this narrative review aimed to fill the gap by summarizing the
evidence for the implementation of DPH in Malaysia, focusing on specialists serving in
the public healthcare sector. We describe the extent of DPH, the motivations behind its
implementation, the consequences of the practice, the service regulatory measures by the
Ministry of Health (MOH) Malaysia, and the main challenges of this type of dual practice.

Background of DPH in Malaysia

Malaysia is an upper-middle-income country with a two-tier health system. The public
healthcare sector is funded predominantly through general taxation in co-existence with a
market-driven private health sector that consists of mostly physician-owned clinics and
hospitals [31]. All citizens in the country are entitled to a range of subsidized healthcare
services, including both inpatient and outpatient care in the public system with nominal
user charges [32]. The total expenditure on health (TEH) in Malaysia between 1997 to 2019
ranged from 3.04% to 4.30% of the Gross Domestic Product (GDP). In 2019, the TEH was
4.3% of GDP, 52% of which was contributed by the public sector [33]. As high as 99% of
the health expenditure in the public sector was subsidized by the government and patients
only co-pay 1–2% of the total cost [34]. More than half of the health expenditure in the
public sector (55%) in 2019 was allocated to the wages for the employees of the MOH [35].

The 67th World Health Assembly adopted the Global Strategy on Human Resources
for Health: Workforce 2030 with the aim to ensure universal availability, accessibility,
acceptability, coverage, and quality of the health workforce through adequate investment
to strengthen health systems and implementation of effective policies [36]. To pursue
universal health coverage, all countries need adequate qualified medical specialists of
multiple disciplines [9]. Nonetheless, the density of various clinical specialists in Malaysia
is still relatively low (3.23 specialists per 10,000 populations). The selected member states
of the Organization for Economic Co-operation and Development (OECD), for example,
recorded an average density as high as 22.4 specialists per 10,000 populations [31].

Approximately 60% of the specialists in Malaysia serve in public hospitals [31]. They
are responsible for the care provided to 70% of the inpatients in Malaysia, not to mention
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their role in training junior doctors [37]. The bed capacity in public hospitals is also nearly
three times larger than that of private hospitals [38]. However, the rapid expansion of the
private health sector catalyzes the loss of medical specialists in public hospitals. According
to Amir and Ezat [2], 6.4% of MOH specialists left the public healthcare sector in 2000. They
attributed the leaving of specialists from the public healthcare sector to job dissatisfaction
due to suboptimal work environment, the lack of career paths, ineffective management and
low salaries.

The Malaysian government has introduced multiple strategies to retain specialists
in the public health sector, including offering financial incentives. Financial incentives
play an important role in influencing individuals’ choice of workplace and have always
been applied to address workforce shortage in healthcare worldwide [3,39]. While public
sector health workforce under MOH receive fixed monthly salaries according to a salary
scale with bands that vary by professional classification and grade, their counterparts in
the private sector are mainly remunerated through fee-for-service payments [32,40]. On
top of the fixed monthly salaries, they are entitled to specific allowances which make
up approximately 20% and 50% of the total gross salary of non-specialists and special-
ists, respectively [40]. Currently, senior specialists in public hospitals could earn up to
RM 14,000 excluding allowances and can make up to approximately RM 21,000 per month
including allowances [41,42]. It has been claimed that private hospitals are often able to
provide a 10-times-higher pay [43]. Regarding working hours, medical doctors in Malaysia
generally need to work for at least 75 h weekly [44]. To reduce the attrition of specialists,
time-based promotion and the permission to practice in private healthcare settings (locum)
during out-of-office hours were also introduced [40]. Despite these initiatives, 30% of medi-
cal specialists in Malaysia had a tendency to quit the public sector within three years due
to their discontentment with salaries, benefits and allowances, and location and facilities of
workplaces being the significant contributing factors [45].

In many LMICs, seeking additional incomes by taking on fee-for-service private
patients is common among healthcare workers [11,17]. Resorting to dual practice to meet
their financial needs implied the inability of health ministries to ensure sufficient salaries [4].
In view of this, it may be more feasible and practical for the public sector to keep their skilled
health workers at a low budgetary cost by allowing them to perform dual practice [10,46].
‘FFP Service’ emerged against such a background in Malaysia [47].

According to Rahim and Mwanri [39], there is a paucity of evidence, particularly in
the Malaysian context, on the long-term retention of health professionals. On top of that,
despite the rapid expansion of mixed healthcare systems in the South and East Asia region,
Hipgrave and Hort [5] highlighted the scanty evidence of dual practice in Southeast Asia.
More research is required to inform health policies related to the recruitment and retention
of healthcare professionals in the public sector. Therefore, this paper specifically discussed
the various aspects of the FPP Service implementation as DPH in the Malaysian public
healthcare sector.

2. Method

This was a narrative review [48,49] focusing on medical specialists from public hos-
pitals in Malaysia. The DPH implementation was summarized based upon the literature
related to FPP Service. A public hospital is one that is government-owned and fully funded
by the government. The keywords used in the search included ‘dual practice OR Full Paying
Patient in public OR government hospitals in Malaysia’, ‘Full Paying Patient in Malaysia’,
and ‘Perkhidmatan Pesakit Bayar Penuh di Malaysia’ (Malay). Literature searches were con-
ducted using electronic databases (PubMed and Google Scholar) to identify peer-reviewed
publications, including empirical evaluation, policy analysis, and reviews published from
January 2016 to October 2021. Additional articles were also identified from bibliographies
and grey literature. Websites of the MOH and research institutes were also explored. Due to
a limited number of peer-reviewed articles available, this review was based mainly on grey
literature, including official reports, press statements and guidelines. The documents meant
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for internal circulation in the MOH were not included in this review. Overall, the analysis
in this review led to an overview of the operational policy, the scale of implementation,
regulations, uptake, outcomes, and major challenges of the FPP Service in Malaysia.

2.1. Rationale of the FPP Service

The former Prime Minister of Malaysia pointed out that “The Government is not
able to provide high remunerations for medical specialists. As such, the Government has
agreed to set up private commercial wings in Government hospitals, to enable serving
doctors to enjoy better remunerations and thereby, continue to serve with the Government.
Through these measures, the Government also hopes to attract specialists who have left
the service to return and serve in Government hospitals. In addition, this will enable
those seeking better medical treatment to obtain such treatment at reasonable charges in
Government hospitals. It will also enable our government hospitals to be promoted abroad,
in line with the objective to encourage health tourism.” [47]. Such an initiative taken by the
MOH was intended to retain medical specialists in the public sector while offering them
additional incomes. It was also expected to reduce the financial burden of the government
in subsidizing healthcare for patients who can afford to pay for their healthcare [30].

2.2. Concept of the FPP Service

The FPP Service was launched in 2007 [2,30]. It was first approved by the Malaysian
Cabinet on the 13 October 2004. At national level, four committees, namely the Finance
Committee, Organization and Human Resources Committee, Legal and Management
Committee, and Service Scope Committee, were formed to formulate the policies, terms of
reference, concepts, and the scope of the FPP service [50]. FPP Service manage by respective
hospitals’ administration and regulated through the Fees (Medical) (Full Paying Patient)
Order 2007 and the Guidelines for Implementation Fee Order (Medical) (Full Paying
Patient) 2007 (Revision 2015). Within the same hospital setting, FPP service shares facilities,
equipment and human resource [30,51]. The hospital-level FPP committee tasked to monitor
the provision of the service and to ensure the smooth operation of FPP Service [2,30]. The
FPP Service should not be viewed as the privatization or commercialization of public
hospitals but as an alternative for patients who can afford to pay for healthcare [52]. It is
noted that subsidized public healthcare service for the public shall continue as usual [34,52].
FPP patients can have access to specialists of preference, priority to seek treatment, and
access to facilities in executive, or first-class ward or equivalent, depending on the resources
and facilities available at the hospital [30,50,52–54]. In return, these patients are charged at
a full rate without the usual healthcare subsidy by the government [30,34,50,52,55].

2.3. Implementation and Expansion of the FPP Service

The implementation of FPP Service started at only two tertiary hospitals, namely
the Putrajaya Hospital and the Selayang Hospital, which are also known as the pioneer
FPP hospitals [30,34]. The positive achievement based on the increasing trends of patient
and specialist participation in FPP Service prompted its expansion [2]. The first phase of
expansion started seven years later, involving eight more public hospitals [50,56,57]. In
2016, the planned second phase expansion to a further eight MOH hospitals was withheld
to allow the strengthening of the governance and regulations of the FPP Service [50]. As of
December 2020, FPP Service was available in ten public hospitals (Table 1) [50,52]. Moving
forward, the MOH is envisioning the expansion of FPP Service in phases to more selected
hospitals during 2021–2025 under the 12th Malaysia Plan [58].
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Table 1. Profiles of the ten hospitals with FPP service.

Name of Hospital Type of Hospital Year of FPP Implementation Clinical Departments Involved in FPP Service

Putrajaya Hospital Major specialist hospital August 2007

General Medicine, Endocrinology, Oral Surgery and Maxillofacial, Obstetrics and
Gynecology, Ophthalmology, Orthopedic, Otorhinolaryngology, Pediatric, General
Surgery, Endocrine and Breast Surgery, Psychiatry, Rheumatology, Anesthesiology

and Intensive Care, Pathology, Radiology.

Selayang Hospital Major specialist hospital August 2007
General Medicine, Obstetrics and Gynecology, Ophthalmology, Anesthesiology and

Intensive Care, Urology, General Surgery, Hepatobiliary, Radiology, Orthopedic,
Otorhinolaryngology, Pathology, Oral Surgery, Hepatology, Pediatric, Nephrology

Sarawak Heart Centre Special institution January 2015 Cardiology, Cardiac Anesthesiology and Perfusion, Cardiothoracic Surgery

Queen Elizabeth II Hospital Major specialist hospital February 2015
Neurosurgery, Cardiac Anesthesiology and Perfusion, General Surgery, Endocrine

and Breast Surgery, Otorhinolaryngology, Orthopedic, Pathology, Radiology,
Anesthesiology and Intensive Care, Plastic Surgery, Cardiothoracic Surgery

Sultan Ismail Hospital Major specialist hospital June 2015 Oral Surgery and Maxillofacial, General Surgery, Otorhinolaryngology, Obstetrics
and Gynecology, Anesthesiology and Intensive Care, Radiology, Orthopedic, Rehab.

Ampang Hospital Major specialist hospital June 2015
General Medicine, Otorhinolaryngology, Ophthalmology, Hematology, Oral Surgery

and Maxillofacial, Pediatric Dentistry, Radiology, Orthopedic, Obstetrics and
Gynecology, Anesthesiology and Intensive Care, General Surgery, Pathology

Sungai Buloh Hospital Major specialist hospital September 2015

General Medicine, Neurosurgery, Pediatric, Orthopedic, Obstetrics and Gynecology,
Anesthesiology and Intensive Care, Pathology, Radiology, Ophthalmology,
Otorhinolaryngology, Pediatric Dentistry, Oral Surgery and Maxillofacial,

Rehabilitation Medicine

Pulau Pinang Hospital State hospital November 2015

Cardiology, Dermatology, Diagnostic Radiology, General Surgery, Neurology,
Obstetrics and Gynecology, Ophthalmology, Otorhinolaryngology, Orthopedic,

Pathology, Pediatric, Anesthesiology and Intensive Care, Cardiothoracic Surgery,
Urology, Cardiac Anesthesiology and Perfusion

Serdang Hospital Major specialist hospital June 2016 Cardiology, Ophthalmology, Anesthesiology and Intensive Care, Cardiothoracic
Surgery, Cardiac Anesthesiology and Perfusion, Pathology, Radiology

Sultanah Aminah Hospital State hospital November 2016 Obstetrics and Gynecology, General Medicine, Plastic Surgery, Nuclear Medicine,
Pathology, Radiology, Anesthesiology and Intensive Care

Reprinted with permission from Medical Development Division [59]. Copyright 2020 Ministry of Health Malaysia.
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2.4. Operational Policies and Guidelines of the FPP Service

The Guidelines for Implementation Fee Order (Medical) (Full Paying Patient) 2007 (Re-
vision 2015) was developed to guide the FPP Service at the operational level. The guidelines
cover the basic service operation from registration to payment, qualification of specialists
to participate in the service, code of ethics, patient management and monitoring mecha-
nism [30]. The scope of FPP Service widely ranges from outpatient, inpatient, and daycare
services. The emergency care is excluded from FPP Service [30]. The inclusion criteria for
patients who are keen to opt for this service include those who require elective procedures
and those who are in non-emergency and uncomplicated conditions, low risk, and not
expected to require intensive care after surgery [30].

Registration is made mandatory for medical specialists who would like to take up
the FPP Service. The registration criteria include being a Malaysian citizen and have
completed three years of specialist gazettement or as a subspecialty specialist [30]. All
FPP specialists must adhere to the code of ethical conduct that outlines their responsibility
for the treatment and care of patients. They need to ensure that their involvement in FPP
Service does not affect their commitment to public patients and they must always give
priority to providing the necessary treatment according to patients’ clinical needs [30].
Generally, the consultation of FPP patients can only be performed by FPP specialists after
they have completed the consultation and treatment of public patients [30].

2.5. FPP Charges and Revenues

The types and rate of fees that can be charged on patients under the FPP Service
are listed under the Fees (Medical) (Full Paying Patient Service) Order 2007 (FPP Fee
Order) [34,50,52]. The FPP Fee Schedule was set based on the Medical Fee Order 1982, the
Malaysian Medical Association (MMA) 4th edition Schedule of Fees, Thirteenth Schedule
of the Private Healthcare Facilities and Services (Private Hospitals and Other Private
Healthcare Facilities) Regulations 2006 fee schedule, and input from medical specialists and
pharmacists [50]. Seven types of charges can be imposed on patients, including registration,
consultations, investigations, procedures, treatment, hospitality, and miscellaneous charges
such as health examination packages, medical reports, the use of consumables (medicines),
and disposable items [30,53]. As for the methods of payment, FPP patients can opt to
pay for the FPP Service out-of-pocket or be covered under their private insurance or
employee benefits [30,52].

The FPP revenue collected by the hospital is divided into portions payable to the
FPP specialists and the government [30,54,55] (Table 2). The government’s portion is not
retained by the hospital or MOH, but is returned to the consolidated fund under the central
treasury at Ministry of Finance [34,54].

2.6. Monitoring and Regulatory Measures for the FPP Service

The FPP Service is regulated for the number of specialist engagements with patients,
amount of incomes, time spent, and the number of patients treated [30,32]. In general, FPP
specialists’ engagements with FPP inpatients should not be more than two times per day
except in certain circumstances such as on patient request or for emergency cases. The
specialists’ monthly income generated from the FPP practice should not be three times
higher than their salaries including allowances [30,54]. They are only allowed to consult
or treat FPP patients after completing the necessary care for public patients. Any surgical
procedure for FPP patients must be performed after working hours [30,32], except for
emergencies and certain cases after consideration and permission from the Director of
the Hospital [30]. For outpatient clinics, FPP specialists can treat no more than 30% of
FPP patients out of the total outpatients at a particular time. This can only be carried out
after they have finished the consultation session for public patients [30,32]. Generally, FPP
Service has been well-governed and in compliance with all the rules set by MOH [50].
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Table 2. Distribution of fees between specialists and federal government revenues.

Type of Fee
Distribution Rates (%) of

FPP Service Revenue

Specialist Revenue Government Revenue

Registration fee - 100

Consultation fee 100 -

Hospitality fee - 100

Investigation fee 50 50

Procedure fee 100 -

Treatment fee 50 50

Miscellaneous fee

Medical check-up packages
and other medical packages 60 40

Medical report 100 -

Consumables - 100
Reprinted with permission from Hospital Management Services Unit [30]. Copyright 2015 Ministry of Health Malaysia.

2.7. Motivations for FPP Service Uptake among Specialists

A qualitative study by Amir et al. [51] revealed reasons of taking up the FPP Service
among specialists rather than joining private practice. Alongside job security and protection
rendered by the government in the public sector, the FPP service allowed them to work in
familiar surroundings with supports and guidance from senior specialists [51]. Apart from
that, they are entitled with the privileges as civil servants, and their seniority and promotion
prospect are not affected. Patients under the FPP Service were also less demanding patients
compared to those seeking care from private hospitals. Moreover, the FPP Service gave
them high job satisfaction and save them the inconvenience to travel to other hospitals
for locum [51].

2.8. Outcomes of the FPP Service

A steady growth in the number of specialists registered for the FPP service has been ob-
served [2,50,60]. As of December 2018, there were 360 FPP specialists from ten hospitals that
registered for the service [60]. The percentage of specialists participating in the FPP Service
from 2015 to 2017 increased from 21.6% to 29.6% (Supplementary Materials: Table S1) [50].
During the same period, the total number of specialists who resigned in ten FPP hospitals
was 31.8% from the total of specialists who resigned from the MOH (Supplementary Mate-
rials: Table S2) [50]. This trend indicated that the specialists’ receptiveness towards FPP and
its potential to retain specialists in the government sector [50]. Amir et al. [61] compared
specialists’ resignation rates from 2014 to 2016 for Putrajaya Hospital and Selayang Hospi-
tal with MOH specialists’ resignation rate (Supplementary Materials: Table S3). In 2017
and 2018, FPP specialists increment rates were higher compared to both non-FPP MOH
specialists and private healthcare specialists (Supplementary Materials: Table S4) [31,60].
However, Fun et al. [32] highlighted in their study that the actual extent of the contribution
of FPP Service to the overall brain drain issue are probably under-explored.

There was a significant rise in FPP patients’ encounters from 2015 to 2019 follow-
ing expansion of the FPP Service to another eight hospitals (Supplementary Materials:
Figure S1) [60]. In 2017 to 2019, FPP patients’ encounters show a marked growth compared
to non-FPP patients’ encounters at all MOH hospitals and patients’ encounters at private
hospitals (Supplementary Materials: Table S5) [38,60,62–65] Though the rate of growth
was significant for FPP patients, the percentage of FPP patients’ encounters accounted
for only 0.13% to total of MOH patients’ encounters in 2019 (Supplementary Materials:
Table S6) [38,60,62–65].



Healthcare 2022, 10, 2097 9 of 16

In a quantitative study conducted by Liyana et al. [56], FPP patients were compared
with public patients in terms of their satisfaction levels towards medical care received. Self-
administered questionnaires were used to measure the level of satisfaction incorporating
seven subscales: general satisfaction, technical quality, interpersonal manner, communi-
cation, financial aspects, time spent with doctor, accessibility, and convenience. Both FPP
patients and public patients were found to be satisfied with the medical care received at
FPP hospitals. While FPP patients were more satisfied with the service accessibility and
convenience, communication, and time spent with doctors, public patients were more
satisfied with financial aspects of medical care. More importantly, the study reported that
there was no significant difference in terms of the technical quality between FPP and public
patients, therefore implying the same standard of care received by both groups [56].

Fun et al. [32] reported that FPP patients in one of the FPP hospital experienced seven
times shorter waiting times for cataract surgery compared to public patients. Nevertheless,
public patients’ waiting time for cataract surgery was better than that of Finland, Spain, the
United Kingdom, Australia, and New Zealand. FPP patients were less affected by surgery
rescheduling as compared to public patients even though most of the rescheduling was cited
to be due to medical factors such as uncontrolled blood pressure. The optimization of public
hospital resources such as operation theatre, equipment, utilities, and human resources were
found to be more efficient with the FPP Service out-of-office hours operational time [32].

The FPP Service has generated a sizeable revenue and created an alternative source of
income for the government since it was first implemented in 2007 [32]. The amount of FPP
revenue continuously increased from 2012 to 2018 from RM 4.4 million to more than RM
22 million, respectively [34,50,60]. A study by Hairusnizan et al. [66] also showed same
pattern of increased trend of revenue collection in Selayang and Putrajaya Hospitals. This
has a positive impact for the Malaysia public healthcare sector since the revenue can lower
the healthcare expenditure by offsetting healthcare subsidies among people who can afford
to pay for medical treatment [32,34,50].

2.9. Challenges of the FPP Service

Following the public announcement for FPP Service implementation, there were major
concerns from the public that this scheme would divert the attention of specialists from
their public duty and compromise the quality of services received by public patients [67].
The MOH then reassured the public that the subsidized healthcare service would continue
to be made available for the public and the FPP Service would not affect the existing
services at any public hospitals [52,68].

The challenges faced by hospital authorities were briefly reported by Amir et al. [69].
In a study on providers’ perspective for FPP Service, increased workload with limited
workforce in the FPP service delivery, coupled with limited beds, were the major barriers
to the FPP service [69]. The National Audit Report [50] also highlighted the need for an IT
system to ensure smooth operation of FPP Service in billing, revenue management, and
remuneration of specialists. Another qualitative study by Amir et al. [51] on specialist’s
perspective also highlighted the similar issue in resource management. In addition, the lack
of transparency in the financial management, work process, guidelines and monitoring
have raised concerns about the potential abuse of the health system [51]. Specialists would
give more attention to patients who pay and perform unnecessary tests or procedures.
Nevertheless, such finding needs to be verified by further investigations.

Several public specialists declined the opportunity to join FPP Service due to existing
workloads, work exhaustion, or family commitment. Some felt comfortable with their
current income or already had established work outside of the public hospital, while others
were concerned with ethical issues and felt that the FPP guideline was unclear and that
there was lack of administrative support from the hospital administration [51]. The same
study also found that some physicians still resigned from the public sector despite the
availability of FPP Service because they felt that the remuneration they received would still
be less than what they could gain from the private hospitals. Others cited the burden of
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non-clinical workload, family commitment, as well as slow and limited job promotion in
the public sector as their reasons for leaving [51].

Apart from that, the report by the National Audit Department [50] and a few stud-
ies highlighted some flaws in the existing FPP Fee Schedule, which does not include a
wide range of commonly used items [51,57,69]. A cost and revenue analysis of the two
pioneer FPP hospitals showed that even though the revenues showed an increasing trend
between 2014 and 2016 [66], they were 16–52% lower than the estimated costs for both
hospitals [57]. The revision of the fee schedule is a time-consuming and tedious process.
Amendment to the fee schedule is subjected to the Fees Act 1951 and will involve complex
legal processes that require approval from various levels [50]. It is understood that MOH
is currently revising the fee schedule and the new schedule should be endorsed in the
near future [50,58].

Lastly, FPP only remunerates the specialists but not nurses, medical assistants, ra-
diographers, and other support staffs. They are only allowed to claim standard overtime
payment for their out-of-office hour work [30]. This had led to discontentment and resulted
in poor supports given by them for the FPP service delivery [69].

3. Discussion

To the best of our knowledge, this was the first review on the implementation of
DPH in Malaysia, which covered the policy, practices and evaluation. It started with the
information regarding the history of DPH in the country, followed by the extent of the
implementation, governance, and regulation. We also discussed motivations for the uptake,
achievement, and challenges of DPH based on the limited literature identified.

It is noted that the FPP service is only available in 10 out of 146 public hospitals in
Malaysia to date. The implementation of FPP Service reveals that the distinctive realms
between public and private healthcare are progressively blurry in this country. FPP Service
is a reflection that the Malaysian mixed public-private healthcare system has evolved to
improve individual wellbeing by offering a greater choice of provider and care options, as
well as faster access for elective treatments [70].

Conceptually, DPH is likely to improve the employer attractiveness of the public
sector [14]. Therefore, it would help enhance the access to and quality of healthcare. The
increasing number of participants of the FPP service also implies its effectiveness in retain-
ing medical specialists in the public sector. Our review also found that the convenience
of performing private practice within the same hospital setting and the attractiveness of
government benefits such as special allowances, guaranteed seniority, and promotion with
higher salary are the main reasons that specialists prefer to involve in the ‘within’ type of
dual practice such as FPP compared to the ‘outside’ form of full private practice [51]. Simi-
lar to findings by Ferrinho et al. [4], García-Prado and González [10], and Abera et al. [17],
some specialists in Malaysia still decided to stay in public hospitals and join DPH, as they
highly value some of the elements in the public sector despite a lower pay. They expressed
willingness to devote more efforts and time doing multiple jobs to benefit the ‘best of the
two worlds’. Such findings indicated that DPH was effective in retaining public specialists
to a certain extent. The review also discussed the growing demand for the FPP Service.
Similar to Malaysia, the increasing trend of private patients in public hospitals was also
reported in Australia [21] and the United Kingdom [22]. This can be attributed to the
enhancement of patients’ choice of medical service delivery within public healthcare by
providing alternatives to patients who can afford to pay without compromising the quality
of care [23,25]. The freedom to choose an alternative arrangement of amenities such as
executive or first class wards, and specialists of preference are among the key features of the
dual practice, which makes it appealing to patients [14,25]. This is evidenced by the high
satisfaction level reported by the patients under the FPP service [56]. On top of that, DPH
improves the efficiency of hospitals, mainly through the optimal resource utilization [32].
However, a high demand for FPP service could exacerbate some of the existing problems
in public hospitals, including overcrowding and long waiting time [71]. Waiting time is
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always used as an indicator of health service quality [72]. Conflicts of interest arising from
DPH has also become a concern in Ireland, and the Sláintecare Report [73] called for the
termination of DPH due to health inequalities. Another related issue which needs extra
attention is the possibility of supplier-induced demand to happen. FPP specialists may
perform more procedures or overtreat patients since they are now able to receive more
incentives by performing via FPP Service. This may inflate the total healthcare expenditure
in Malaysia in the long run. Hence, a further evaluation of the outcomes of the FPP service
in Malaysia is warranted.

A portion of the revenue generated from DPH could be reinvested on public hospitals
to improve the healthcare quality and alleviate the budgetary pressure [23]. Empirical
evidence in certain countries, such as in Rwanda, demonstrated benefits of DPH in the
form of upgraded public healthcare facilities and revenue flows [74]. DPH represents as
important source of extra revenue for public hospital in Ireland, Australia, and the United
Kingdom [14,21–24]. In fact, the NHS in the UK has encouraged hospitals to generate
additional incomes from DPH [22,23]. The UK passed the Health and Social Care Act
2012, which increased the allowed amount to be earned from DPH from 2% to 49% of total
hospital earnings [23,75]. Patients seeking subsidized care could also indirectly benefit
from the improved healthcare quality [23]. However, as revenues generated from the FPP
service is returned to the central treasury in Malaysia [34,54], it is important to ensure that
they are used for healthcare. While poor financial planning and management for DPH have
been reported [21,22,25], the issue of consumables not listed under the FPP Fee Schedule
raised by Amir et al. [51] and Hairusnizan et al. [57] also warrants immediate attention.

Most of the challenges of the FPP Service are associated with the sharing of infras-
tructure and workforce. Ideally, the FPP service must be delivered effectively without
compromising the level of responsiveness to patients seeking subsidized healthcare [13,14].
As argued by Kiwanuka et al. [8], the success of private care embedded within public facili-
ties highly depends on adequate resource availability in terms of infrastructure, resources,
and personnel to deliver private care on top of the routine service for public patients.
Failing so, it is potentially likely that the resources are shifted to the private care sector
within the public facility, whether intentionally or not [46], subsequently leading to the
misuse of public resources [10,13] that will compromise the quality of public health services.
If these challenges are not addressed, they can corrode public trust towards public service
delivery as highlighted by Mueller and Socha-Dietrich [14].

DPH is complicated and reported to add additional burden to hospital administra-
tion [69], similar to as highlighted in the literature [14,24,25]. Hospital authorities need
to deal with various aspects of DPH, including revenues, service delivery and resource
management, if it is adopted. In several countries, hospitals are required to maintain a
separate account for DPH to avoid cross-subsidization between public and private care [14].
While health authorities used different ways to cope with the challenges [19], it is important
for policymakers to provide them with sufficient training and resources in addition to
clear guidelines [23].

This review also highlighted the achievements of the FPP Service in ten public hospi-
tals and suggested DPH expandability to other hospitals in Malaysia. Nevertheless, the
concerns about the widening of health inequalities caused by DPH [18,22,73] should be
addressed, as its impacts are often context-specific and multifactorial [9].

Undeniably, dual practice is a complex phenomenon with ambiguous effects on the
healthcare sector’s performance [10]. In general, some of the criticisms surrounding dual
practice was its negative impact on the quality, efficiency, and equity of the delivery of
healthcare services [5], especially prevalent in low- and middle- income countries due
to weak governance, suboptimal monitoring, and poor supervision [20]. Despite the
increasing prominence of dual practice worldwide, there is still a lack of rigorous and
scientifically reliable evidence to determine the net impact of this practice [6,10,12,14,20,26].
Therefore, it remains impossible to conclude if the benefits of dual practice outweigh its
negative consequences. The achievement of universal healthcare coverage may be impeded
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by unregulated dual practice [9]. Many unanswered questions revolve around the effects
and outcomes of dual practice. Thus, a more in-depth study is needed to analyze the
consequences of DPH in Malaysia to facilitate decision makers in strategizing the best
interventions to optimize the potentials of dual practice.

Dual practice policy and regulatory response continues to be a topic that generates
wide interest among researchers [5–8,10,11,13,26,46]. González and Cuadrado [7] high-
lighted that it is still challenging to implement dual practice in most of the low- and
middle-income countries due to the lack of regulations. Similarly, Hipgrave and Hort [5] as
well as García-Prado and González [10] stated that weak governance and lax regulation of
dual practice in developing countries led to a higher possibility of negative consequences.
In Malaysia, the FPP service was regulated by limiting the specialists’ engagement, in-
comes, time spent and the number of patients. Although sharing facilities are likely to
ease the governance of the FPP Service [10], the concerns of specialists about the misuse
of resources should be addressed. The different viewpoints from the specialists regarding
the FPP service monitoring need to be further explored [51]. If DPH is to be expanded
in Malaysia, MOH should ensure adequate monitoring capacity for hospitals involved.
A strong monitoring structure will ensure a good regulation and the eventual success of
dual practice [8].

This article provided an overview of the FPP service as the DPH in the Malaysian
public healthcare system using a narrative review approach, also known as “unsystematic
narrative review” of relevant sources of data as described in previous publications [49].
This review was limited by the unsystematic literature search method, which potentially
caused bias in the literature selection and interpretation [48], despite the critical analysis
performed on the literature [49]. Other limitations include the small number of hospitals
involved in FPP Service in Malaysia and limited scope of findings from the review.

4. Conclusions

As shown by our analysis in Malaysia, the organization and regulation of FPP service is
a complex process. Conceptually, DPH such as FPP renders certain benefits but at the same
time comes with multiple conundrums. In Malaysia, the FPP Service in ten public hospitals
has been well-governed and regulated by the MOH. Though currently there are limited
number of FPP hospitals, evidence thus far indicated that it has some potential to retain
specialists in public healthcare. It offers additional incomes to specialists and generates
extra revenue for government. DPH offers a unique arrangement for public specialists as
it enables them to attend to patients in public hospitals, including those who opt out of
subsidized healthcare. It is crucial not to overlook the possibility of unequal treatment of
public patients with the expansion of DPH in Malaysia so that the vision of universal health
coverage will not be derailed. Proactive governance and robust systems of monitoring and
regulation are key to ensure the FPP Service in the Malaysia public healthcare sector is
sustainable and support patient choice, workforce attraction and retention. Our review also
revealed that despite the increasing scale of DPH in Malaysia, there remains a big gap in
the relevant literature, especially in the local context. Scientific study and further analysis
from different perspectives, for example the impact of this policy on patients’ health and
financial implications are warranted to better understand the impact of this type of dual
practice in Malaysian public hospitals.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/healthcare10102097/s1. Table S1: Percentage of specialists’ partici-
pation in FPP Service in ten FPP hospitals, 2015–2017, Table S2: Percentage of specialists’ resignation
from ten FPP hospitals, 2015–2017, Table S3: The trend of specialists’ resignation rate in MOH,
Putrajaya Hospital and Selayang Hospital, 2014–2016, Table S4: Total number of non-FPP MOH
specialists, FPP MOH specialists, and private facilities’ specialists and percentage of increment by
year, 2017–2018, Figure S1: Trend of FPP patients’ encounters, 2008–2019, Table S5: Total number of
non-FPP, FPP and private patients’ encounters and percentage of increment by year, 2017–2019, and
Table S6: The percentage of FPP patients’ encounters in ten FPP hospitals, 2017–2019.

https://www.mdpi.com/article/10.3390/healthcare10102097/s1
https://www.mdpi.com/article/10.3390/healthcare10102097/s1


Healthcare 2022, 10, 2097 13 of 16

Author Contributions: Conceptualization, M.M.F., S.E.W.P., A.N.A. and Z.A.; methodology, M.M.F.
and S.E.W.P.; software, M.M.F.; validation, M.M.F., S.E.W.P., A.N.A. and Z.A.; formal analysis, M.M.F.
and S.E.W.P.; investigation, M.M.F.; resources, M.M.F.; data curation, M.M.F.; writing—original draft
preparation, M.M.F. and S.E.W.P.; writing—review and editing, M.M.F., S.E.W.P., A.N.A. and Z.A.;
visualization, M.M.F.; supervision, M.M.F., S.E.W.P., A.N.A. and Z.A.; project administration, M.M.F.;
funding acquisition, not applicable. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding. The authors received no specific grant from
any funding agency in the public, commercial, or not-for-profit sectors.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Medical Research and Ethics Committee Ministry of
Health Malaysia (NMRR-21-623-58791 (IIR). Date: 23 April 2021), and the Research Ethics Committee
of the National University of Malaysia (Project code: FF-2021-295. Date: 7 July 2021).

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to third-party data. Restrictions
apply to the availability of these data. Data was obtained from Ministry of Health Malaysia and are
available from the authors for researchers who meet the criteria for access to confidential data with
permission of Ministry of Health Malaysia.

Acknowledgments: We would like to thank the Director General of Health Malaysia for his per-
mission to publish this article. We also thank Faizul Nizam and Chan Huan Keat for their advice,
comments and suggestion helped improve considerably the manuscript.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Britnell, M. The role of the ‘specialist’ in healthcare. Clin. Med. 2011, 11, 329–331. [CrossRef]
2. Amir, A.M.N.; Ezat, W.S. Physician’s intention to leave from malaysia government hospitals with existing retention strategy.

J. Public Health Policy Plan 2020, 4, 30–37. [CrossRef]
3. El Koussa, M.; Atun, R.; Bowser, D.; Kruk, M.E. Factors influencing physicians’ choice of workplace: Systematic review of drivers

of attrition and policy interventions to address them. J. Glob. Health 2016, 6, 020403. [CrossRef] [PubMed]
4. Ferrinho, P.; Van Lerberghe, W.; Fronteira, I.; Hipólito, F.; Biscaia, A. Dual practice in the health sector: Review of the evidence.

Hum. Resour. Health 2004, 2, 14. [CrossRef] [PubMed]
5. Hipgrave, D.B.; Hort, K. Dual practice by doctors working in South and East Asia: A review of its origins, scope and impact, and

the options for regulation. Health Policy Plan 2014, 29, 703–716. [CrossRef]
6. Socha, K.Z.; Bech, M. Physician dual practice: A review of literature. Health Policy 2011, 102, 1–7. [CrossRef]
7. González, C.; Cuadrado, C. Interventions to reduce the impact of dual practice in the public health sector. Medwave 2019,

19, e7644. [CrossRef]
8. Kiwanuka, S.; Kinengyere, A.; Rutebemberwa, E.; Nalwadda, C.; Ssengooba, F.; Olico-Okui; Pariyo, G.W. Dual Practice Regulatory

Mechanisms in the Health Sector: A Systematic Review of Approaches and Implementation; EPPI-Centre, Social Science Research
Unit, Institute of Education, University of London: London: London, UK, 2011. Available online: http://eppi.ioe.ac.uk/cms/
Publications/Systematicreviews/DualPracticesystematicreview/tabid/2963/Default.aspx?tabid=273 (accessed on 29 July 2021).

9. McPake, B.; Russo, G.; Hipgrave, D.; Hort, K.; Campbell, J. Implications of dual practice for universal health coverage. Bull. World
Health Organ. 2016, 94, 142–146. [CrossRef]

10. García-Prado, A.; González, P. Whom do physicians work for? An analysis of dual practice in the health sector. J. Health Polit.
Policy Law 2011, 36, 265–294. [CrossRef]

11. González, P.; Macho-Stadler, I. A theoretical approach to dual practice regulations in the health sector. J. Health Econ. 2013, 32,
66–87. [CrossRef]

12. Russo, G.; McPake, B.; Fronteira, I.; Ferrinho, P. Negotiating markets for health: An exploration of physicians’ engagement in
dual practice in three African capital cities. Health Policy Plan 2014, 29, 774–783. [CrossRef]

13. García-Prado, A.; González, P. Policy and regulatory responses to dual practice in the health sector. Health Policy 2007, 84, 142–152.
[CrossRef] [PubMed]

14. Mueller, M.; Socha-Dietrich, K. Reassessing private practice in public hospitals in Ireland: An overview of OECD experiences.
In OECD Health Working Papers; No. 118; OECD Publishing: Paris, France, 2020. [CrossRef]

15. Paris, V.; Devaux, M.; Wei, L. Health Systems Institutional Characteristics: A Survey of 29 OECD Countries. In OECD Health
Working Papers; No. 50; OECD Publishing: Paris, France, 2010. [CrossRef]

16. Do, N.; Do, Y.K. Dual practice of public hospital physicians in Vietnam. Health Policy Plan. 2018, 33, 898–905. [CrossRef] [PubMed]

http://doi.org/10.7861/clinmedicine.11-4-329
http://doi.org/10.35841/public-health-policy.4.3.30-37
http://doi.org/10.7189/jogh.06.020403
http://www.ncbi.nlm.nih.gov/pubmed/27648254
http://doi.org/10.1186/1478-4491-2-14
http://www.ncbi.nlm.nih.gov/pubmed/15509305
http://doi.org/10.1093/heapol/czt053
http://doi.org/10.1016/j.healthpol.2010.10.017
http://doi.org/10.5867/medwave.2019.05.7643
http://eppi.ioe.ac.uk/cms/Publications/Systematicreviews/DualPracticesystematicreview/tabid/2963/Default.aspx?tabid=273
http://eppi.ioe.ac.uk/cms/Publications/Systematicreviews/DualPracticesystematicreview/tabid/2963/Default.aspx?tabid=273
http://doi.org/10.2471/BLT.14.151894
http://doi.org/10.1215/03616878-1222721
http://doi.org/10.1016/j.jhealeco.2012.08.005
http://doi.org/10.1093/heapol/czt071
http://doi.org/10.1016/j.healthpol.2007.03.006
http://www.ncbi.nlm.nih.gov/pubmed/17449134
http://doi.org/10.1787/111171d3-en
http://doi.org/10.1787/5kmfxfq9qbnr-en
http://doi.org/10.1093/heapol/czy075
http://www.ncbi.nlm.nih.gov/pubmed/30289510


Healthcare 2022, 10, 2097 14 of 16

17. Abera, G.G.; Alemayehu, Y.K.; Herrin, J. Public-on-private dual practice among physicians in public hospitals of Tigray National
Regional State, North Ethiopia: Perspectives of physicians, patients and managers. BMC Health Serv. Res. 2017, 17, 713. [CrossRef]

18. Bogale, B. The role of private wing set up in public hospitals in reducing medical professionals’ turnover. Int. J. Res. 2015, 1, 14–23.
Available online: https://www.academia.edu/19536940/THE_ROLE_OF_PRIVATE_WING_SET_UP_IN_PUBLIC_HOSPITALS_
IN_REDUCING_MEDICAL_PROFESSIONALS_TURNOVER (accessed on 28 July 2021).

19. Paina, L.; Bennett, S.; Ssengooba, F.; Peters, D.H. Advancing the application of systems thinking in health: Exploring dual practice
and its management in Kampala, Uganda. Health Res. Policy Sys. 2014, 12, 41. [CrossRef]

20. Moghri, J.; Rashidian, A.; Arab, M.; Sari, A.A. Implications of dual practice among health workers: A systematic review. Iran J.
Public Health 2017, 46, 153–164. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5402772/ (accessed on 27
April 2021).

21. Catholic Health Australia. Upsetting the balance: How the Growth of Private Patients in Public Hospitals Is Impacting Australia’s
Health System. 2017. Available online: https://www.cha.org.au/health/ (accessed on 22 July 2020).

22. Walpole, S. NHS Treatment of Private Patients: The Impact on NHS Finances and NHS Patient Care. Centre for Health and Public
Interest. 2018. Available online: https://chpi.org.uk/wp-content/uploads/2018/03/CHPI-NHS-Private-Patients-Mar18.pdf
(accessed on 11 July 2021).

23. Walpole, S.C.; van Schalkwyk, M.C.; McKee, M. Private patient care in NHS hospitals: An opportunity for improved governance.
BMJ 2020, 18, m3363. [CrossRef]

24. Walpole, S.C. Health professionals’ insights into the impacts of privately funded care within a national health service: A qualitative
interview study. Health Policy 2019, 15, 56–71. [CrossRef] [PubMed]

25. Queensland Audit Office. Right of private Practice in Queensland Public Hospitals: Report to Parliament 1: 2013–2014. 2013.
Available online: https://www.qao.qld.gov.au/reports-resources/right-private-practice-queensland-public-hospitals (accessed
on 16 October 2021).

26. Moghri, J.; Arab, M.; Rashidian, A.; Sari, A.A. Physician dual practice: A descriptive mapping review of literature. Iran J. Public Health
2016, 45, 278–288. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4851741/ (accessed on 27 April 2021).

27. Flood, C.M.; Allen, P.; Thomas, B.; Walker, K. Restricting private-sector practice using contracts. CMAJ 2015, 187, 583–586.
[CrossRef]

28. NHS Employers. Consultant Contract (2003). 2022. Available online: https://www.nhsemployers.org/articles/consultant-
contract-2003 (accessed on 3 September 2022).

29. Limb, M. Doctors win right to keep private income confidential. BMJ 2017, 10, j744. [CrossRef] [PubMed]
30. Hospital Management Services Unit; Ministry of Health (MOH). Garis panduan pelaksanaan perintah Fi (Perubatan) (Pesakit bayar

penuh) 2007; Malaysia Ministry of Health: Putrajaya, Malaysia, 2015.
31. Planning Division Ministry of Health Malaysia. Human Resources for Health Country Profiles Malaysia (2015–2018); Ministry of

Health Malaysia: Putrajaya, Malaysia, 2020; pp. 5–49. Available online: https://www.moh.gov.my/moh/resources/Penerbitan/
HRH/Human_Resources_For_Health_Country_Profile_2015-2018.pdf (accessed on 22 July 2021).

32. Fun, W.H.; Tan, E.H.; Sararaks, S.; Sharif, S.M.; Rahim, I.A.; Jawahir, S.; Eow, V.H.Y.; Sibert, R.M.Y.; Fadzil, M.M.; Mahmud, S.H.
Implications of dual practice on cataract surgery waiting time and rescheduling: The case of Malaysia. Healthcare 2021, 9, 653.
[CrossRef] [PubMed]

33. Malaysia National Health Accounts. Total Expenditure on Health. In Malaysia National Health Accounts; Malaysia national health
Accounts Health Expenditure Report 1997–2019; Ministry of Health Malaysia: Putrajaya, Malaysia, 2021; pp. 12–17. Available
online: https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/MNHA/MNHA_Health_Expenditure_
Report_1997-2019_02092021.pdf (accessed on 22 September 2021).

34. Abdullah, N.H. Press Statement: Patients Free to Choose Paying Service. The Star. 2019. Available online: https://www.thestar.
com.my/opinion/letters/2019/04/08/patients-free-to-choose-paying-service (accessed on 23 September 2021).

35. Ministry of Health Malaysia. Annual Report Ministry of Health Malaysia 2017; Ministry of Health Malaysia: Putrajaya, Malaysia, 2020.
36. World Health Organization. Global Strategy on Human Resources for Health: Workforce 2030-Summary. In Global Strategy

on Human Resources for Health: Workforce 2030; World Health Organization: Geneva, Switzerland, 2016; pp. 8–9. Available
online: http://apps.who.int/iris/bitstream/handle/10665/250368/9789241511131-eng.pdf;jsessionid=9543E199A834CA958
EEBD9B2FB6E819B?sequence=1 (accessed on 22 August 2021).

37. Devaraj, J. Four Reasons why Malaysia’s Healthcare System Is Ailing. Aliran’s Critical Socio-economic Insights. Available online:
https://m.aliran.com/aliran-csi/four-reasons-why-malaysias-healthcare-system-is-ailing (accessed on 2 September 2022).

38. Ministry of Health Malaysia. Health Facts 2020: Reference Data for Year 2019. Official Portal Ministry of Health Malaysia. 2020.
Available online: https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health%
20Facts%202020.pdf (accessed on 16 June 2021).

39. Rahim, R.A.; Mwanri, L. Health workforce crisis: Recruitment and retention of skilled health workers in the public health sector
in Malaysia. Asia Pac. J. Public Adm. 2012, 34, 157–170.

40. Atun, R.; Berman, P.; Hsiao, W.; Myers, E.; Yap, W.A. (Eds.) Malaysia Health System Research, Volume 1: Contextual Analysis of
the Malaysian Health System. Putrajaya: Government of Malaysia, Ministry of Health Malaysia, Harvard T.H. Chan, School
of Public Health. pp. 114–148. 2016. Available online: https://www.moh.gov.my/moh/resources/Vol_1_MHSR_Contextual_
Analysis_2016.pdf (accessed on 24 April 2021).

http://doi.org/10.1186/s12913-017-2701-6
https://www.academia.edu/19536940/THE_ROLE_OF_PRIVATE_WING_SET_UP_IN_PUBLIC_HOSPITALS_IN_REDUCING_MEDICAL_PROFESSIONALS_TURNOVER
https://www.academia.edu/19536940/THE_ROLE_OF_PRIVATE_WING_SET_UP_IN_PUBLIC_HOSPITALS_IN_REDUCING_MEDICAL_PROFESSIONALS_TURNOVER
http://doi.org/10.1186/1478-4505-12-41
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5402772/
https://www.cha.org.au/health/
https://chpi.org.uk/wp-content/uploads/2018/03/CHPI-NHS-Private-Patients-Mar18.pdf
http://doi.org/10.1136/bmj.m3363
http://doi.org/10.12927/hcpol.2019.26071
http://www.ncbi.nlm.nih.gov/pubmed/32077845
https://www.qao.qld.gov.au/reports-resources/right-private-practice-queensland-public-hospitals
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4851741/
http://doi.org/10.1503/cmaj.140837
https://www.nhsemployers.org/articles/consultant-contract-2003
https://www.nhsemployers.org/articles/consultant-contract-2003
http://doi.org/10.1136/bmj.j744
http://www.ncbi.nlm.nih.gov/pubmed/28188130
https://www.moh.gov.my/moh/resources/Penerbitan/HRH/Human_Resources_For_Health_Country_Profile_2015-2018.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/HRH/Human_Resources_For_Health_Country_Profile_2015-2018.pdf
http://doi.org/10.3390/healthcare9060653
http://www.ncbi.nlm.nih.gov/pubmed/34072671
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/MNHA/MNHA_Health_Expenditure_Report_1997-2019_02092021.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/MNHA/MNHA_Health_Expenditure_Report_1997-2019_02092021.pdf
https://www.thestar.com.my/opinion/letters/2019/04/08/patients-free-to-choose-paying-service
https://www.thestar.com.my/opinion/letters/2019/04/08/patients-free-to-choose-paying-service
http://apps.who.int/iris/bitstream/handle/10665/250368/9789241511131-eng.pdf;jsessionid=9543E199A834CA958EEBD9B2FB6E819B?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/250368/9789241511131-eng.pdf;jsessionid=9543E199A834CA958EEBD9B2FB6E819B?sequence=1
https://m.aliran.com/aliran-csi/four-reasons-why-malaysias-healthcare-system-is-ailing
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health%20Facts%202020.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health%20Facts%202020.pdf
https://www.moh.gov.my/moh/resources/Vol_1_MHSR_Contextual_Analysis_2016.pdf
https://www.moh.gov.my/moh/resources/Vol_1_MHSR_Contextual_Analysis_2016.pdf


Healthcare 2022, 10, 2097 15 of 16

41. Public Service Department Malaysia. Circular Letter No. 12, Year 2016. Pindaan Skim Perkhidmatan Pegawai Perubatan dan
Skim Perkhidmatan Pegawai Pergigian. 2016. Available online: https://docs.jpa.gov.my/docs/pp/2016/pp122016.pdf (accessed
on 5 September 2022).

42. Thomas, J. How does Govt Plan Salary Hikes for Specialists, Asks MMA. 6 October 2015. Available online: https://www.
freemalaysiatoday.com/category/nation/2021/12/17/how-does-govt-plan-salary-hikes-for-specialists-asks-mma/ (accessed
on 5 September 2022).

43. Malaysia Gazette Journalist. Gaji RM150, 000 sebulan punca doktor pakar kerja hospital swasta. 19 September 2017. Available
online: https://malaysiagazette.com/2017/09/19/gaji-rm150000-sebulan-punca-doktor-pakar-kerja-hospital-swasta/ (accessed
on 4 September 2022).

44. Nambiar, P. Housemen’s Long Hours Akin to Modern Slavery, Say Unionist, Ex-Minister. 13 May 2022. Available on-
line: https://www.freemalaysiatoday.com/category/nation/2022/05/13/housemens-long-hours-akin-to-modern-slavery-say-
unionist-ex-minister/ (accessed on 4 September 2022).

45. Planning Division Ministry of Health Malaysia. Summary of grey Literature on HRH management in the MOH. In Human
Resources for Health Country Profiles 2015 Malaysia; Ministry of Health Malaysia: Putrajaya, Malaysia, 2016; p. 46. Available online:
https://www.moh.gov.my/index.php/pages/view/1919?mid=626 (accessed on 22 July 2021).

46. Kiwanuka, S.N.; Rutebemberwa, E.; Nalwadda, C.; Okui, O.; Ssengooba, F.; Kinengyere, A.A.; Pariyo, G.W. Interventions to
manage dual practice among health workers. Cochrane Database Syst. Rev. 2011, 2011, CD008405. [CrossRef] [PubMed]

47. Mohamad, M. Malaysia 2004 Budget: Speech by Prime Minister Mahathir. Bloomberg. 2003. Available online: https://www.bloomberg.
com/press-releases/2003-09-12/malaysia-2004-budget-speech-by-prime-minister-mahathir (accessed on 29 September 2021).

48. Ferrari, R. Writing narrative style literature reviews. Med. Writ. 2015, 24, 230–235. [CrossRef]
49. Green, B.N.; Johnson, C.D.; Adams, A. Writing narrative literature reviews for peer-reviewed journals: Secrets of the trade.

J. Chiropr. Med. 2006, 5, 101–117. [CrossRef]
50. National Audit Department, Malaysia. Kementerian Kesihatan Malaysia: Pengurusan skim perkhidmatan pesakit bayar penuh.

In Laporan ketua audit negara mengenai aktiviti kementerian/jabatan kerajaan persekutuan dan badan-badan berkanun persekutuan tahun
2017 siri 2; National Audit Department, Malaysia: Putrajaya, Malaysia, 2018.

51. Amir, R.; Pangie, B.; Haniza, Z.N.; Hairusnizan, H.; Liyana, K.A.I.; Anis, H.M.; Yusof, S.M.; Malindawati, F.; Noriah, B.; Izzah,
A.S.N. Research Highlight 02/2018: Full Paying Patient Services (in Malaysia): What did the Specialists Perceive? Institute for Health
Management, Ministry of Health Malaysia: Kuala Lumpur, Malaysia, 2018.

52. Abdullah, N.H. Press Statement: Kenyataan Akhbar KPK 20 Oktober 2016-Perkhidmatan Pesakit Bayar Penuh di Hospital
Kementerian Kesihatan Malaysia Yang Terpilih. From the Desk of the Director-General of Health Malaysia. 2016. Available
online: https://kpkesihatan.com/2016/10/20/kenyataan-akhbar-kpk-20-oktober-2016-perkhidmatan-pesakit-bayar-penuh-
di-hospital-kementerian-kesihatan-malaysia-yang-terpilih/ (accessed on 22 June 2020).

53. Parliament of Malaysia. Fees (Medical) (Full Paying Patient) Order 2007; Chambers, A.G.S., Ed.; Order (PU(A) 252/2007) ed.;
Gazzette, 16; Parliament of Malaysia: Kuala Lumpur, Malaysia, 2007.

54. Yap, W.A.; Razif, I.; Nagpal, S. Malaysia: A New Public Clinic Built Every Four Days. Universal Health Coverage Study Series; No. 42.
World Bank Group Working Paper. 2019. Available online: http://hdl.handle.net/10986/34668 (accessed on 6 August 2021).

55. Hafidza, B.H.; Hairusnizan, H.; Nursyahda, Z.; Malindawati, M.F.; Ezat, W.P.S.; Liyana, K.A.I.; Amir, A.R.M.N.; Noriah, B.;
Izzah, A.S.N. Research Highlight 2018: Professional Charges for 30 Procedures from O&G, Opthalmology and Orthopaedic Departments;
Institute of Health Management, Ministry of Health Malaysia: Kuala Lumpur, Malaysia, 2018.

56. Liyana, K.A.I.; Norhidayah, M.D.; Anis, H.M.; Yusof, S.M.; Amir, A.R.M.N.; Hairusnizan, H.; Pangie, A.B.; Haniza, Z.N.;
Hafidza, B.; Nursyahda, Z.; et al. Research highlight 05/2018: Full Paying Patient Services in MOH Malaysia: Are the patients satisfied?
Institute of Health Management Ministry of Health Malaysia: Kuala Lumpur, Malaysia, 2018.

57. Hairusnizan, H.; Hafidza, B.; Nursyahda, Z.; Malindawati, M.F.; Ezat, W.P.S.; Liyana, K.A.I.; Amir, A.R.M.N.; Noriah, B.;
Izzah, A.S.N. Research Highlight XX/2018: Full Paying Patient (FPP) Services in Pilot Hospitals: How Much Differences between
Revenues and Estimated Costs? Institute of Health Management, Ministry of Health Malaysia: Kuala Lumpur, Malaysia, 2018.

58. Hospital Management Unit; Ministry of Health. Strategic Framework of the Medical Programme Ministry of Health Malaysia 2021–2025;
Ministry of Health Malaysia: Putrajaya, Malaysia, 2020.

59. Medical Development Division; Ministry of Health Malaysia. Full Paying Patient Services (FPP). Official Portal Ministry of
Health Malaysia. 2020. Available online: https://www.moh.gov.my/index.php/pages/view/2077 (accessed on 5 July 2021).

60. Fadzil, M.M.; Puteh, S.E.W.; Aizuddin, A.N.; Ahmed, Z. Full Paying Patient Service in Public Hospital: An Overview.
In Proceedings of the 15th Virtual Postgraduate Forum on Health Systems and Policies, Kuala Lumpur, Malaysia, 27–28
July 2021; pp. 16–39.

61. Amir, R.; Pangie, B.; Haniza, Z.N.; Hairusnizan, H.; Liyana, K.A.I.; Anis, H.M.; Yusof, S.M.; Malindawati, F.; Noriah, B.;
Izzah, A.S.N. Research Highlight 01/2018: Specialists Resignation from Ministry of Health (MOH), Malaysia: Does FPP Retain Our
Specialists? Institute for Health Management, Ministry of Health Malaysia: Kuala Lumpur, Malaysia, 2018.

62. Ministry of Health Malaysia. Health Facts 2017. Official Portal of Ministry of Health Malaysia. 2017. Available online:
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/HEALTH%20FACTS%
202017.pdf (accessed on 2 September 2022).

https://docs.jpa.gov.my/docs/pp/2016/pp122016.pdf
https://www.freemalaysiatoday.com/category/nation/2021/12/17/how-does-govt-plan-salary-hikes-for-specialists-asks-mma/
https://www.freemalaysiatoday.com/category/nation/2021/12/17/how-does-govt-plan-salary-hikes-for-specialists-asks-mma/
https://malaysiagazette.com/2017/09/19/gaji-rm150000-sebulan-punca-doktor-pakar-kerja-hospital-swasta/
https://www.freemalaysiatoday.com/category/nation/2022/05/13/housemens-long-hours-akin-to-modern-slavery-say-unionist-ex-minister/
https://www.freemalaysiatoday.com/category/nation/2022/05/13/housemens-long-hours-akin-to-modern-slavery-say-unionist-ex-minister/
https://www.moh.gov.my/index.php/pages/view/1919?mid=626
http://doi.org/10.1002/14651858.CD008405.pub2
http://www.ncbi.nlm.nih.gov/pubmed/21735429
https://www.bloomberg.com/press-releases/2003-09-12/malaysia-2004-budget-speech-by-prime-minister-mahathir
https://www.bloomberg.com/press-releases/2003-09-12/malaysia-2004-budget-speech-by-prime-minister-mahathir
http://doi.org/10.1179/2047480615Z.000000000329
http://doi.org/10.1016/S0899-3467(07)60142-6
https://kpkesihatan.com/2016/10/20/kenyataan-akhbar-kpk-20-oktober-2016-perkhidmatan-pesakit-bayar-penuh-di-hospital-kementerian-kesihatan-malaysia-yang-terpilih/
https://kpkesihatan.com/2016/10/20/kenyataan-akhbar-kpk-20-oktober-2016-perkhidmatan-pesakit-bayar-penuh-di-hospital-kementerian-kesihatan-malaysia-yang-terpilih/
http://hdl.handle.net/10986/34668
https://www.moh.gov.my/index.php/pages/view/2077
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/HEALTH%20FACTS%202017.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/HEALTH%20FACTS%202017.pdf


Healthcare 2022, 10, 2097 16 of 16

63. Ministry of Health Malaysia. Health Facts 2018. Official Portal of Ministry of Health Malaysia. 2018. Available on-
line: https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/KKM_HEALTH_
FACTS_2018_new.pdf (accessed on 2 September 2022).

64. Ministry of Health Malaysia. Health Facts 2019. Official Portal of Ministry of Health Malaysia. 2019. Available online:
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health%20Facts%2020
19_Booklet.pdf (accessed on 2 September 2022).

65. Ministry of Health Malaysia. Health Facts 2021. Official Portal of Ministry of Health Malaysia. 2021. Available online: https:
//www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health_Facts_2021.pdf (accessed
on 2 September 2022).

66. Hairusnizan, H.; Hafidza, B.; Nursyahda, Z.; Malindawati, M.F.; Ezat, W.P.S.; Liyana, K.A.I.; Amir, A.R.M.N.; Noriah, B.;
Izzah, A.S.N. Research Highlight XX/2018: Full Paying Patient (FPP) Services in Pilot Hospitals: How Much FPP Service Contribution?
Institute of Health Management, Ministry of Health Malaysia: Kuala Lumpur, Malaysia, 2018.

67. Khoon, C.C. The Malaysian Health System in Transition: The Ambiguity of Public and Private Occasional Paper No.26. Municipal
Services Project. 2014. Available online: https://dev.municipalservicesproject.org/index.php/publications/occasional-papers/9-
occasional-papers/40-the-malaysian-health-system-in-transition-the-ambiguity-of-public-and-private (accessed on 24 July 2021).

68. Asrin, R.K. Health Deputy Minister: Full Paying Patient Scheme Misunderstood, Not Affecting Subsidy. New Straits Times.
2016. Available online: https://www.nst.com.my/news/2016/10/182707/health-deputy-minister-full-paying-patient-scheme-
misunderstood-not-affecting?m=1 (accessed on 13 June 2020).

69. Amir, R.; Pangie, B.; Haniza, Z.N.; Anis, H.M.; Yusof, S.M.; Noriah, B.; Izzah, A.S.N. Provider’s Perspective on Issues and Challenges
in Managing Resources for Full Paying Patient (FPP) Services 2019; Institute for Health Management, Ministry of Health (MOH)
Malaysia: Putrajaya, Malaysia, 2019; Available online: https://www.researchgate.net/publication/350312059_Provider\T1
\textquoterights_Perspective_on_Issues_and_Challenges_in_Managing_Resources_for_Full_Paying_Patient_FPP_Services (ac-
cessed on 26 July 2021).

70. Fadzil, M.M.; Puteh, S.E.W.; Aizuddin, A.N.; Ahmed, Z. Full Paying Patient Service in Public Hospital: What Are the Patients’
Trends and the Most Visited Discipline? In Proceedings of the 15th Virtual Postgraduate Forum on Health Systems and Policies,
Kuala Lumpur, Malaysia, 27–28 July 2021; OP07. p. 11.

71. Pillay, D.I.; Ghazali, R.J.D.M.; Abd Manaf, N.H.; Abdullah, A.H.A.; Bakar, A.A.; Salikin, F.; Umapathy, M.; Ali, R.; Bidin, N.;
Ismail, W.I.W. Hospital waiting time: The forgotten premise of healthcare service delivery? Int. J. Health Care Qual. Assur. 2011,
24, 506–522. [CrossRef]

72. McIntyre, D.; Chow, C.K. Waiting Time as an Indicator for Health Services Under Strain: A Narrative Review. Inquiry 2020,
57, 46958020910305. [CrossRef]

73. Houses of the Oireachtas. Committee on the Future of Health Care: Sláintecare Report. 2017. Available online: https://assets.gov.
ie/22609/e68786c13e1b4d7daca89b495c506bb8.pdf (accessed on 3 November 2021).

74. United States Agency International Department. Private Sector Brief: Private Wing at Public Hospital. Banyan Global. 2016.
Available online: https://banyanglobal.com/resource/private-sector-brief-private-wing-at-public-district-hospitals/ (accessed
on 17 June 2020).

75. Hawkes, N. Predicted rise in trusts’ income from private patients fails to materialise. BMJ 2018, 360, k1159. [CrossRef]

https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/KKM_HEALTH_FACTS_2018_new.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/KKM_HEALTH_FACTS_2018_new.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health%20Facts%202019_Booklet.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health%20Facts%202019_Booklet.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health_Facts_2021.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Penerbitan%20Utama/HEALTH%20FACTS/Health_Facts_2021.pdf
https://dev.municipalservicesproject.org/index.php/publications/occasional-papers/9-occasional-papers/40-the-malaysian-health-system-in-transition-the-ambiguity-of-public-and-private
https://dev.municipalservicesproject.org/index.php/publications/occasional-papers/9-occasional-papers/40-the-malaysian-health-system-in-transition-the-ambiguity-of-public-and-private
https://www.nst.com.my/news/2016/10/182707/health-deputy-minister-full-paying-patient-scheme-misunderstood-not-affecting?m=1
https://www.nst.com.my/news/2016/10/182707/health-deputy-minister-full-paying-patient-scheme-misunderstood-not-affecting?m=1
https://www.researchgate.net/publication/350312059_Provider\T1\textquoteright s_Perspective_on_Issues_and_Challenges_in_Managing_Resources_for_Full_Paying_Patient_FPP_Services
https://www.researchgate.net/publication/350312059_Provider\T1\textquoteright s_Perspective_on_Issues_and_Challenges_in_Managing_Resources_for_Full_Paying_Patient_FPP_Services
http://doi.org/10.1108/09526861111160553
http://doi.org/10.1177/0046958020910305
https://assets.gov.ie/22609/e68786c13e1b4d7daca89b495c506bb8.pdf
https://assets.gov.ie/22609/e68786c13e1b4d7daca89b495c506bb8.pdf
https://banyanglobal.com/resource/private-sector-brief-private-wing-at-public-district-hospitals/
http://doi.org/10.1136/bmj.k1159

	Introduction 
	Method 
	Rationale of the FPP Service 
	Concept of the FPP Service 
	Implementation and Expansion of the FPP Service 
	Operational Policies and Guidelines of the FPP Service 
	FPP Charges and Revenues 
	Monitoring and Regulatory Measures for the FPP Service 
	Motivations for FPP Service Uptake among Specialists 
	Outcomes of the FPP Service 
	Challenges of the FPP Service 

	Discussion 
	Conclusions 
	References

